The paper aims to examine National Health Insurance Scheme (NHIS) policy from the perspective of local communities. Qualitative data from nine key informant interviews and seventy-two community respondents in nine focus group discussions (FGD) were conducted.
Introduction
The National Health Insurance Scheme (NHIS) in Ghana is a type of national health insurance established by the Government of Ghana, with a goal to provide equitable access and financial coverage for basic health care services to Ghanaians (National Health Insurance Scheme (2004) .The NHIS policy introduced in 2003 is part of a national framework in Ghana aiming to curtail out of pocket (OOP) payment at the point of care and to guarantee fairness of access, chiefly for poor people (National Health Insurance Scheme 2003 : 2004 . The NHIS is backed by legislation that excludes some members of society (younger than 18 years and older than 69 years) from paying insurance premiums. It also promises premium exemption for the core poor (National Health Insurance Scheme Act 2003).
In 2012, a new NHIS Act 852 was developed with the view to curtail OOP payments and to build on the successes of previous NHIS Act of 2003 (NHIS Act 852: Witter et al., 2013 . Out of pocket expenditure still dominate the NHIS more ten years since its inception (Oxfam, 2013) and only 34% of the population is covered (Mensah, 2013) . OOP expenditure is also a key concern in many developed countries, see for example, Yusuf and Leeder (2013) . Health sector reports in Ghana frequently emphasise the need for dynamic efforts to identify and recruit the poor and to productively actualize pro-poor health financing policies (Akazili et al., 2014; Ghana Statistical Service -GSS, 2014) .
As yet, little has been achieved in terms of covering all Ghanaians, irrespective of the social or economic position of households (Oxfam, 2013) . Again, the determinants of health and methods of addressing fairness in health remain weak (Oxfam, 2013) . Various reports outline global policies to identify the impoverished. For example, some of these reports identify impoverished individuals or households through income-related principles such as education, housing characteristics and asset ownership (Apoya and Marriott, 2011; Barimah and Mensah, 2013; Aryeetey et al., 2012) . This kind of identification is referred to as proxy means testing (PMT). Another system; so-called geographic targeting (GT), classifies areas or domains into impoverished groups based on cumulative indicators of poverty (Elbers et al., 2007) .
Participatory wealth ranking (PWR) evaluates poor individuals or households based on the prescribed model of the society in FGDs (Yates et al., 2006; Yates, 2009; Hargreaves et al., 2007) . Means testing involves the process of identifying poor households or individuals on the basis of an income or expenditure threshold (Lindert, 2005; Aryeetey et al., 2012; Van Parijs, 2013 ).
Selection of a policy to adopt in Ghana that will identify and exempt poor people from catastrophic payments is a challenge in the light of the literature available (Jehu-Appiah et al., 2010; Akazili et al., 2014) . The fundamental question is which policy identifies all impoverished individuals precisely (maximizing fairness) at the lowest cost (maximizing efficiency). Healthcare systems are not only about promoting health but also about shielding households from financial consequences (Wagstaff, 2010; Aryeetey et al., 2012) . Even though a number of studies have examined the implementation of NHIS (Nguyen et al., 2011) , its equity significance in relation to community perspective has not been assessed nationally.
Thus, the aim of the paper is to investigate the impact of the National Health Insurance Policy from the perspective of local communities in key informant's interviews and FGDs.
Methodology
Given the exploratory nature of the research, a qualitative approach was adopted. Using this approach allowed the subjective reality of Ghanaians to be captured through people's own individual experiences. This offered the opportunity to gather full and descriptive data concerning individual context. Face to face in-depth interviews of key informants and FGDs of local communities were conducted during the period (August 2015 to August 2016). While the purpose of the focus groups was to assist with community involvement: key informants served as gatekeepers.
We deliberately selected seven differing communities from seven regions in Ghana for FGDs.
The seven selected communities were justified because they were based on their unique geographic characteristics, portraying characteristics of the rural area of Ghana and represent a vast majority of population in the areas of Ghana. Two communities (West Legon in Greater Accra and Buokrom in Kumasi (are well developed and affluent communities with rich people living in the area. Two communities (Abutia (HO) in Volta region and Kwahu-Tafo in Eastern Region) originally small farming villages are both slightly undeveloped and developed and are popularly known as middle-class areas. The remaining three communities (Tolon in Northern Region Ajumako in Central Region, and Bongo in the upper East Region on the other hand, are populated and underdeveloped communities. They are deprived and marginalized communities with serious socio-economic problems.
Local authorities (chiefs, assemblymen, opinion leaders) of these communities were approached so that we could introduce ourselves, and explain the purpose of the study. The authorities of the areas were also informed about the project and the recruitment of participants.
When permission was given to recruit from households for the focus groups, invitation letters were distributed to various households from urban to rural communities. For each selected community, on approaching the first house, a coin was tossed. A head meant this house was taken as the first in the counting process, and then the fifth house was selected for inclusion. A tail meant that the second house was considered as number one in the counting process. The fifth house from this was then selected for inclusion. Therefore, every fifth house was selected with the view of inclusion and this continued until one hundred people had been recruited.
Information about the nature, purpose and objectives of the study were provided to the invitees in the selected households and their verbal/signature consent was obtained during the FGD.
Lastly, we foresaw the elder-youth socio-cultural relationship, sanctity of authority and traditional respect for elderly, fathers and mothers and so we did a proper pre-orientation for all the respondents; to encourage everyone to contribute. It should also be noted that only people aged 18 years of age and over participated in FGDs. In Ghana, people above aged 18 years and above are classified as adults and they are of voting age. This means that such people do not need the consent from their parents to participate in a research project. They can decide on their own whether to participate or not as it was in the case of this research.
Twelve key and elite informants were invited but only nine were available at the time of the field work. This is due to the busy schedules of such individuals. We do not know the reasons for non-participation of three individuals, because they did not respond to interview requests.
Thus, none of the key informants directly refused to participate. Nine key informant interviews enabled the gathering of information from policy makers, officials from the NHIS and government, Ghana Health Service, Ministry of Health and service providers on the impact of the NHIS policy on the wider community.
A semi-structured interview guide that varied slightly depending on the category of stakeholder was used (that is FGDs and Key Interviews). Interviews were held in either homes or offices and no one was coerced to participate. All participants were promised confidentiality and anonymity, and everyone provided oral/ written consent. Approval to conduct this study was given by the Ghana Health Service and the Ethics committee of Leeds Beckett University respectively.
Data Analysis Approach
A tape recorder was used to document both the key informant interviews and the FGDs. The tape recording approach allowed us to engage freely in the conversation without worrying about note-taking. The recorded information helped when we were transcribing the data. Brief notes were also taken during the interview, written down and organized at the end of the interview. These notes were used to fill in information gaps as well as to supplement the recorded conversation. It was necessary to get informed consent from the key informant and the focus group participants to audiotape the interview/ focus groups discussions.
The audio taping was discussed with all the participants before scheduling the interview appointments. During interview of one of the key informant, the respondent preferred not to be recorded for fear of such a sensitive tape leaking to the media or to a political opponent.
Shorthand notes were taken to gather the information. Thematic analysis is associated with social constructionism and depends on textual data created aside of its advantage of how meanings are constructed (Tuckett, 2005) . Attride-Stirling approach uses a thematic network that is outlined as a methodical way of classifying a thematic analysis of qualitative information (Attride-Stirling, 2001 ). Attride-Stirling (2001) discussed that thematic network innovation enhances the significant elements of qualitative information exploration; such as indexing, classifying and coding. Thematic networks are a way of methodically organising initial codes into basic themes and then into organising themes and predominant global themes that briefly summarise features of the data. The Attride-Stirling approach has been chosen for this study because of its systematic way of organising thematic exploration of qualitative data. The key informants' interviews and focus groups were analysed together. This is justified because both key informants' interviews and focus groups produced qualitative data. Again, the respondents of the focus groups and key informant interviews belong to the same socio-cultural Ghanaian environment and, as part of the policy formation process, policy makers normally engage with the beneficiaries of the policy.
Validity
To achieve rigour, first, this research accepts and uses the social constructionism stance of Denzin, and Lincoln (2005) which is contained in modern qualitative research, with multiple perspectives. This research, adopting the position of social constructionism, enabled a greater understanding of NHIS and allowed multiple perspectives and viewpoints of Ghanaians to emerge. Lastly, to achieve rigour, we applied the principles of transferability. Transferability represents the extent to which the findings of research are valid or applicable to a general population exterior to the research framework (Seale, 2002) . Our findings were compared with wider literature and findings from Ghana.
Findings and Discussions
The findings show a disconnection between NHIS policy and community life in Ghana. First, the qualitative results noted lack of voice and lack of understanding as features limiting people from accessing the NHIS facilities. Figure 1 denotes the focus groups and key informants sample characteristics.
Lack of voice and understanding
The focus group participants demonstrated a lack of understanding both of the insurance scheme rationale and of the procedures for registration; as well as the procedure to register as a core poor. Their non-membership clearly had a significant relationship with their understanding of insurance concepts. Understanding of insurance can aid adverse selection.
According to the Focus group respondents, people will prefer to register when vulnerability is high. Focus group 3 (participant 3I):"I have registered for my sick mum but I haven't registered myself because I am fit". This means risk aversion and the need to make gains from insurance influence membership. The perception of being healthy and the lack of understanding of insurance may decrease memberships. Focus group 9 (participant 9D): "I am healthy so why should I register and pay healthcare cost when I actually do not need it".
This statement discloses that feeling healthy may mean that healthy individuals feel no need to enrol. It is important to explain the concepts of NHIS membership to people with less vulnerability. Membership of the NHIS will increase if healthy individuals understand the principles of insurance. It can also help to build solidarity in that the more the healthy groups are contributing to healthcare, is the more resources will be available to support the less vulnerable in society.
Understanding of NHIS Principles and Solidarity through Community Engagement
Focus group participants have a lack of understanding of the insurance scheme and their nonmembership was clearly related to their understanding of the concept of insurance.
Focus group 4 (Participant 4E) said: "I'm not ill so I don't need insurance" Tones and Green (2010) note that, given appropriate information and opportunity, individuals will choose activities and behaviours that enhance their health. Sharing knowledge about the benefits of NHIS membership will promote solidarity, increase involvement and therefore impact on NHIS membership.
According to Xu et al (2005) solidarity is a concept of health insurance that can increase membership of NHIS since it creates social cohesion. (2000) showed that greater solidarity in a community insurance scheme can help individual members willing to support one another to manage risk. Community members, when helped to understand the solidarity rationale, may support such a value or philosophy to enhance membership since NHIS does not operate on mutual benefit (Diaz and Echevarria, 2002) . Komter (2001) argued that building solidarity via community participation can build up a sense of cohesion and this can serve as a good foundation for the institution of a formal NHIS. If the NHIS engage community members through local stakeholder consultations rather than elite groups, it can promote understanding of the scheme to build social cohesion and increase membership. By promoting the understanding and acceptance of the NHIS foundation, individual members will be willing to support one another to manage risk.
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Empowerment
Second, the qualitative results revealed lack of stakeholder engagement and a lack of consultation or participation in the NHIS decision making process. According to Equality and Human Rights Commission (2011) , the right to health is also the right to participate in all health-related decision-making at community, national and international levels. In order to participate properly, people also need to enjoy the right to receive and impart information. Regrettably, the very leaders who give emphasis to devolution, community empowerment and people centred approaches are those who tend to declare a new national programme or standard every time they make a major speech. 
Lack of Participation in the NHIS Decision Making Process.
The evidence from the Focus group discussions is similar to the revelations of the key informant on the lack of participation in the NHIS decision making process. Key informant I:
"As the chief executive of the community I did not participate in the decision-making process to impose the capitation pilot of the NHIS on this community. I have received many complaints from the community. At least they should have contacted the community".
Participants were dissatisfied with the fact that they were not involved in the NHIS decision making process. The managers had imposed the NHIS capitation and this had had a bad impact on their health and community. Focus group 5 (participant 5H): "I went to the hospital today with my insurance card, but they charged me because they say the money paid by government is too small to cover all my hospital bills". The Focus group participants felt disappointed, excluded and marginalized in the decision-making process to impose the capitation on them.
Focus group 7 (participant 7B) had this to say: "I'm very disappointed that when I'm sick I can't go to the hospital because I don't have the means. No one cares about my welfare because I'm poor. My friend told me that they have increased the insurance, but I don't have lorry fare to go and check. I feel so disappointed that they did not tell us before the increase".
Some Key Informants accused the NHIA of taking decisions without consultation or taking decisions from the centre. These Key Informants argued that abiding by the drug list would not warrant clients the highest quality of healthcare. Key Informant G: "We the medical specialists prescribe medication, yet we have little influence over the decisions on the drug prescription list". According to the Key Informants, decisions on prescription forms, assessment of claims and payments must involve the service providers for an efficient service. This suggests that decisions taken at the local level are more likely to succeed within the community than those taken by central management; since this approach builds inclusion and cohesion.
It was established that while the policy indicated a will to include all the core poor patients for an equitable NHIS, there is lack of willingness to implement this aim fully. The study also explored the understanding of Key Informants of the equity aims of the NHIS policy. It was established that the will to include all the core poor patients for an equitable NHIS is good on paper but practically it seems there is a lack of willingness to do this on the part of the management of the NHIS. Some of the Key Informants suggested that: "The problem is not with the policy aims but the resources to include all the core poor. It is expensive" -Key Informant H. Some of the Key Informants also queried the realistic nature of the policy aim and whether any milestones are set to achieve it. The NHIS can have a leading role in building relationships with local communities. While community participation is a nice expression and one that needs backing in the 21st Century, the greatest task is shifting from rhetoric to reality. This would require leaders and people in NHIS and healthcare to be willing to work in diverse ways to support community actions and develop local partnerships.
Shifting the balance of power should entail that community participation no longer be on the marginal but must be part of the standard way of doing NHIS business (Springett, 2001 ). This will bring about a social reform that aims to adjust not only what takes place but the way it occurs in NHIS decision making process. According to Springett and Young (2002) But where NHIS conventional services are bureaucratic, administrative and slow to change, social capitalists or entrepreneurs are inventive. South, et al, (2008) posit that social entrepreneurship is not only about bringing qualities associated with the profit-making sector into NHIS services but also entails working with communities, policy makers (and other stakeholders) in a robust way by building networks and systems and finding local solutions. As noted by some Key Informants that the "NHIS should work with local communities because that is the only way the scheme can succeed not centralisation" -Key Informant E.
Social entrepreneurship involves working with local communities and encourages social capital in communities; so that local individuals could be assisted as social entrepreneurs (South et al, 2010) . Alborz et al. (2002) argue that social entrepreneurship is not a set of designs, but it is more a way of working and the readiness to develop the prospects or opportunities for dealing with social change. For NHIS policy makers or executives associated with execution of NHIS policy, the theory of social entrepreneurship might seem too disjointed and it can be problematic to imagine what it would look like in the field or on the ground. The question is what social entrepreneurship can offer the NHIS. South et al. (2010) argue that social entrepreneurship is a way of working that is centred on finding new and flexible solutions to social challenges and bringing about change. Some Key Informants also complained about the scarcity of resources for the NHIS to identify all the poor individuals. But social entrepreneurs, as individuals or groups, use existing skills and resources amenably and creatively (South et al, 2008) ). Social entrepreneurship can provide a way of joining up the NHIS with local communities. The NHIS policy can also target aiming around community engagement; through a flexible and capacity building approach, especially for poor individuals and groups. Taking advantage of small opportunities may certainly advance work further in the community and help the NHIS connect with marginised and disadvantaged poor people. Striving to work, make, support and strengthen realistic or real-life networks should not substitute for community participatory structures. However, these efforts should be used to improve access and information flow between NHIS and community sectors. Since social entrepreneurship is based on the use of existing opportunities and resources, it can make community participation more obvious and achievable for both NHIS and the people working in the community. Very little or small successes by the NHIS can build trust and credibility.
Cumbersome processes and hierarchical organizations can slow effective community participation. Social entrepreneurship, though not a general panacea, can avoid some of the barriers and make the most of the existing opportunities. Of course, social entrepreneurship is not a method without risk. It requires high-level responsibility to support people prepared to work in this way. It also calls for institutes and services to be outward looking, to search for innovative opportunities whilst nurturing mutual respect for the skills and resources to be created in any community.
Engaging and Supporting the More Marginalized/Poor Groups
Ghana's NHIS though has a policy to cover the poor; in practice has fallen short of its objective based on the evidence presented by Key Informants and FGDs. The NHIS policy effort should not only be focused on health improvement but must involve addressing health inequalities and promoting equity. Working to engage and to support the more marginalized and poor groups in society throw up major challenges for NHIS policy in practice. This was emphasised by some informants interviewed: "The problem is how to identify the hard to reach poor/marginalised groups for exemption and I hope your research can help" -Key Informant D.
Jehu-Appiah et al. (Aryeetey et al., 2012) identify that targeting of the poor based on income levels is inefficient because income levels of self-employed people in the informal sectors are difficult to determine. There are also groups who qualify as indigents, but these people are marginalised and hard to reach. Some people may not be aware of the procedures for obtaining NHIS benefits. The second task relates to the conduct of NHIS policy implementation in reallife situations. Probably, this is where the NHIS has been exposed in its objective to dealing with equity, as some Key Informants note that NHIS has failed to identify the poor for exemption in practice. Where proper strategies are not put in place to identify all the poor/marginalised groups for exemptions, the risk is that the NHIS policy will result in some voices being ignored. It is precarious that NHIS policy does not weaken the policy implementation, practice and make worse inequalities. Despite being a pro-poor intervention by name, practical management of the NHIS as found is transmitted down vertical silos from the national level, with the lack of joined-up government at the centre undermining local partnerships. Thus, not only are national expectations being dashed locally, local expectations are dashed nationally (Exworthy, 2002; 2003) .
Conclusions
The NHIS responses to the poor and community participation agenda need to incorporate an attempt to win over "hearts and minds" as well as implementation of operational changes; the two characteristics are connected. The Focus groups and Key Informants established lack of participants and lack of planning for advancing community participation in the NHIS and uncertainty about how to involve poor people and communities. Involving poor people and encouraging community participation requires new skills and many groups of NHIS professionals lack experience of dealing with community groups and members of the community in the context of the NHIS participatory processes. In conclusion, community viewpoints should be given higher priority given that NHIS has since its inception been associated with medical treatments and biomedical paradigm. Promoting community participation, community understanding, and community voices should be recognised to shape the future NHIS policy and practice. 
